In Australia, older adults aged 75+ years are encouraged to avail themselves of the comprehensive 75+ health assessment (75+ HA) to identify medical conditions and highlight potential risk factors for poor health. However, uptake of this item has been reported to be low. This study aimed to identify the uptake of the 75+ HA within regional areas of New South Wales and compare this against state and national trends over an 11-year period. Data on uptake of the 75+ HA for item numbers 700 and 702, from 1999 until 2010, were obtained from the Medicare Australia portal and Department of Health and Ageing databases. Trends over time were collated and compared at the regional, state and national level. The study found that an increasing number of the 75+ HAs were performed from 1999 to 2009. Overall, the uptake of the 75+ HA is generally low across Australia, at ~20% of the eligible population, but varied across states and even regions within states. The study also revealed that despite low uptake encouraging trends were evident over a decade of 75+ HA implementation. It is argued that strategies in improving the uptake should be targeted for early identification of health risk and overall improved quality of health in older adults.
Summary statement

 What is known about the topic?
The 75+ health assessment is a Medicare Benefits Schedule-funded health screening offered to older people to monitor their health and well-being; however, its uptake by the target group is unknown.
 What does this paper add?
In the 10-year period from 1999, national uptake of the 75+ HA increased sixfold; however, overall uptake remained low at ~20% in the age-eligible population
Introduction
In Australia, as in all developed nations, the high prevalence of chronic disease in the ageing population is a major contributor to the burden of disease nationally (Mathers et al. 2000) , with much of this burden potentially amenable to preventive interventions (Mathers et al. 2000; AIHW 2008 ).
The Australian National Preventive Health Agency (ANPHA) (2013) highlighted a major role for primary care with regard to the implementation of preventative health strategies. For older adults, General Practitioners (GPs) are an integral provider of health promotion activities (Sims et al. 2000) , including health assessment screens.
In 1999, the 'Enhanced Primary Care' (EPC) package was introduced by the Commonwealth Department of Health and Aged Care which included 'Health assessments for adults aged 75 years and over' (75+ HA) (Department of Health and Ageing 2010). The EPC package was formulated to support collaborative clinical work among GPs, nurses and allied health professionals while providing preventive care, and to improve older persons' access to health services (Gray and Newbury 2004) .
The 75+HA involves evaluation of various medical and non-medical conditions including cognition, social status, activities of daily living (ADL), depression, mobility and nutritional status. The Medicare Benefit Schedule (MBS) item number 700 can be performed within the consulting room while item number 702 is reserved for assessment in the patient's home. Gray and Newbury (2004) define health assessment as 'a structured approach to assessment of older people using standardized protocols.' Two important functions include identification of psychosocial issues, clinical problems and disability; and to evaluate preventable disorders and the risk of adverse events. The main purpose of health screening in this vulnerable age group is to facilitate timely and appropriate interventions to prevent further decline in function or complications associated with chronic conditions (Gray and Newbury 2004 Uptake of the 75+HA by age-eligible Australians has not been comprehensively evaluated in the peer reviewed literature. The aim of this study was to identify trends in uptake of the 75+HA over the past decade and to determine whether these trends differ across states, as well as by metropolitan and nonmetropolitan area of residence. The audit will provide insights into the role of general practice in providing preventative health care activities within the overall care of their older patients. The total number of women and men aged 75 years and older who had accessed these services (as measured by claims for item numbers 700 and 702) between 2006/7 and 2008/9 was categorised into two age groups; 75 to 84 years and 85+ years. Age standardised rates of these services per 100,000
Methods
Data on uptakes of MBS items number
persons were assessed for state-level data and for national data. To assess whether there were state and regional differences in uptake of the 75+HA (as assessed by item numbers 700 and 702), rates were compared for the financial year 2009-10.
Results
The gross number of services per financial year steadily increased across NSW and Australia for MBS items 700 and 702 combined, from the year 1999/2000 until a peak uptake of more than 100,000
(NSW) and 300,000 ( (Table 2 ). National and NSW uptake of 75+ HA (items 700 and 702) in non-metropolitan areas were higher than Sydney and other capital cities of Australia. Overall rates of services in NSW also appeared to be higher compared to other areas ( Figure 3 ).
Discussion
This study provides evidence of trends over time in uptake of the 75+HA by age eligible sectors of the (Wilkinson et al. 2002a) . During this period, a total of 130,000 assessments were conducted in consulting rooms while close to 95,000 were performed elsewhere, such as in patients' homes (Wilkinson et al. 2002a) .
Comparison with previous research
Our data supports observations that older women are more proactive in preventative health-seeking behaviour than men of the same age, as evidenced by the sex differential in the number of Medicarefunded health assessments (O'Halloran et al. 2006; Byles et al. 2007; Chan et al. 2008) , that remains even after 85 years of age (Gill et al. 2008) . In 2009-2010, our data shows that six states provided more than 15,000 services per 100,000 population (age standardised rate), except for NT and ACT. It is unclear why the risk ratio for age-standardised rates of the 75+HA screen is higher than the national figure in the three states of NSW, Queensland, and Tasmania. During the early years of the introduction of the 75+HA version that is conducted in consulting rooms (item number 700), older adults in NSW, Victoria and Queensland had higher access to this service than older adults in other states (Kelaher et al. 2005) . Overall less than 10% of age-eligible older adults had accessed the 75+HA between the years 2000 and 2004 across Australia (Kelaher et al. 2005 ). In the 11-year period from 1999, national uptake of the 75+HA had increased sixfold, however, overall uptakes remain low as only 20% of the eligible population had accessed this service. This may reflect a lack of awareness and refusal by older adults themselves or may reflect a low priority assigned to this item by general practice staff. A previous study has reported that 75% of 506 general practices sampled did not routinely invite eligible patients to undertake the 75+HA (Chew et al. 1994a) . Over half (55%) of GPs surveyed perceived that patients did not welcome the 75+HA due to fear of negative outcomes, privacy invasion and consideration of themselves as being healthy and not in need of such health screens (Chew et al. 1994b ). Failure of general practice staff to follow up patients who did not respond to mailed invitations for health assessments may contribute to low uptake. For example, in one UK study, more than half of the older adults who were mailed an invitation for a health assessment did not respond (Brown et al. 1992) . Lack of awareness of the 75+ HA process itself may also contribute to low response rates or refusal to participate. A study revealed that close to 20% of older adults who had never undergone a 75+HA refused to participate (Chew et al. 1994b) , In contrast, patients who had undertaken the 75+HA perceived that it was beneficial to their wellbeing (Gill et al. 2008; Spillman et al. 2012 ) and that they were likely to repeat the assessment at a later date (Chew et al. 1994b) .
Disparities in uptake
Disparities in uptake of the 75+HA exist among older adults who live in rural and urban areas (Wilkinson et al. 2002b; Byles et al. 2007 ). Age-standardised data on 75+HA for 2009-10 clearly illustrate the higher uptake of the health check in non-metropolitan regions of both NSW and Australia than in the more urban metropolitan regions of the state and the nation overall. A recently undertaken pilot study in a large Medicare Local Super Clinic in regional NSW reported that only 14% of eligible older people had undergone a 75+ health assessment in the previous 15 month period; which indicates many missed opportunities for conducting preventive health and well-being examinations of elderly patients ). This regional assessment suggested that older residents in rural areas may have closer connections with health services compared with metropolitan centres, which has been reported by others (Wilkinson et al. 2002b) , and therefore these older residents may be more likely to have a health assessment performed (Byles et al. 2007) .
Limitations
Due to changes in coding for practice reimbursements, the specific item numbers 700 and 702 that were exclusive to the 75+HA were no longer available after May 2010 (mid quarter 2). This limited our analysis of uptake of the 75+ HA until that time. Such change to MBS item numbers presents a challenge to population health care planners, as granular data for the 75+ component of the battery of health assessments available will need to be exclusively requested for future research and analysis purposes from Medicare Australia. A possible solution may be a data-sharing agreement between Medicare Australia and Medicare Locals to enable regular reporting of the uptake of preventive health-related Medicare items.
The analysis did not assess the role of practice nurses, rather than General Practitioners, in carrying out 75+ assessments.
Implications
The question of whether undertaking the 75+ HA improves health outcomes in older people has been investigated in a randomised clinical trial conducted over 12 months (Newbury et al. 2001) . Although no changes in mortality rate associated with having had a 75+HA were found, improvements in selfrated health status were evident (Newbury et al. 2001) . It may be that 12 months was insufficient to detect changes in mortality arising from preventive activities in this age group. However, associations between higher self-rated health and improved clinical outcomes have been noted over longer time frames. For example, , in previous research, older Australian women who self-rated their health as 'poor' had a 5.3 (95% CI = 2.4, 11.7) greater relative risk of mortality over seven years compared to those who rated their health as 'excellent '(McCallum et al. 1994) . In men, the relative risk was 3.1 (95% CI = 1.7, 5.8) for poor vs excellent self-rated health status. Another 9-year follow up study also demonstrated that poor-self rated health was associated with an increased mortality rate (Tiainen et al. 2013) .
Undiagnosed medical and non-medical problems could be identified during the annual 75+ HA (Blakeman et al. 2001; O'Halloran et al. 2006; Cheffins et al. 2010 ), a further benefit identified by patients (Piccoliori et al. 2008) . For example, nutrition-related problems in older adults is one of the commonly identified non-medical problems that may be identified within the screen (Cheffins et al. 2010) . Malnutrition often remains undetected in older adults despite being a strong predictor of unfavourable health outcomes (Visvanathan et al. 2004; Charlton et al. 2013) and the GP is in a unique position to identify problems related to nutritional risk, for referral to a dietitian for further evaluation, if necessary (Sampson 2009 ). Various authors have advocated for inclusion of a validated nutrition screening instrument within the 75+ HA (Flanagan et al. 2012 ).
General Practitioners and practice nurses, themselves, have also identified that the 75+HA is an opportunistic way to implement routine nutritional screening in community-dwelling older adults (Hamirudin et al. 2013 ).
There is evidence that health screening activities in older adults improves patient outcomes. Older adults who were monitored by healthcare professionals following health assessments reported having a better quality of life, compared to those that had not undergone a health screen (Byles et al. 2004) . A meta-analysis reported that preventive care provided through home visits by general practice staff was effective in reducing mortality and nursing home admission in older adults (Elkan et al. 2001) .
Another meta-analysis demonstrated that completion of the comprehensive geriatric assessment, together with appropriate monitoring, resulted in reduced mortality rates and improved functional status (Stuck et al. 1993) . A recent Finnish study indicated that an annual comprehensive geriatric assessment helped frail older adults to improve their mobility (Tikkanen et al. 2014) . In Australia, the 75+HA is well received in patients who opt to have it performed, with 77% of this group perceiving the 75+HA to be beneficial to their health whilst 83% felt that conducting the 75+HA annually would be appropriate (Spillman et al. 2012) . Further qualitative analyses of older adults' experiences within the primary health care setting are required to elucidate behaviours and perceptions in this age group regarding their access to preventive health services, barriers to uptake of health assessments, and outcomes that occur as a result of the 75+HA. This method of research has proved useful in identifying reasons why general practice nurses and doctors do not currently place a high emphasis on delivering preventive health services such as the 75+ HA (Hamirudin et al. 2013 ).
Thus, the low uptake of the 75+ HA indicates a need for General Practitioners to increase awareness of its potential value in older patients, and implement strategies to encourage older people to avail themselves of this activity. Monitoring of patients and appropriate referral following completion of the 75+HA would improve its applicability for early intervention in this high risk group, in order to assist older adults to live independently at home. Given the potential benefits of the 75+HA, further
Australian research is needed to identify barriers to promotion of this health screen by General
Practice staff and to investigate long-term outcomes of value to patients, including quality of life and maintenance if independence, as well as morbidity and mortality. Annual health assessment of a patient with an intellectual disability not being an attendance at consulting rooms, a hospital or a residential aged care facility 
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